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a  b  s  t  r  a  c  t
INTRODUCTION:  Internal  intestinal  hernia  has  been  deﬁned  as  a bulging  of  the  intestines  through  a normal
or  an  abnormal  peritoneal  or mesenteric  opening.1 Internal  hernias  are  a rare  cause  of  small-bowel
obstruction,  with  a  reported  incidence  of  0.2–0.9%.2
PRESENTATION  OF  CASE:  In  this  report,  the  patient  presented  with  multiple  episodes  of  intestinal  obstruc-
tion.  High  index  of  suspicion  aided  the appropriate  management  of  this  case.  An  abdominal  CT  revealed
signs  of small  bowel  obstruction.  With  negative  signs  and  symptoms  indicating  adhesions,  malignancy
or  inﬂammatory  causes,  mesenteric  defect  was  suspected.  When  the  patient  underwent  laparotomy,
multiple  mesenteric  defects  were  found.
DISCUSSION: In the  adult  population,  acquired  mesenteric  defects  are  more  common  than  congenital
defects.  They  can  be caused  by  bowel  surgery  or abdominal  trauma.11 Patients  with  a history  of  blunt
abdominal  trauma  may  present  with  late  complication  caused  by a missed  diagnosis  of  an  associated
injury,  such  as  bowel  mesenteric  injuries.
In this  case, the  author  describes  a patient  who  developed  multiple  attacks  of small  bowel  obstruction.
He  had  no  previous  history  of  similar  symptoms  but  did  give  a  history  of  recent  abdominal  trauma
managed  conservatively.  An abdominal  CT was  performed,  and  it showed  signs  of  a mesenteric  defect.
In  such  a case,  early  operative  intervention  is essential  to  decrease  morbidity  and  increase  survival. 16
CONCLUSION:  The  diagnosis  of post  traumatic  mesenteric  injuries  can be missed  in conservatively  man-
aged  trauma  cases.  For  this  reason,  the decision  of  non-operative  approach  should  be made  following  the
exclusion  of associated  injuries.
gical © 2013 Sur
. Introduction
Internal intestinal hernia has been deﬁned as bulging of the
ntestines through a normal or an abnormal peritoneal or mesen-
eric opening.1
Internal hernias are a rare cause of small-bowel obstruction,
ith a reported incidence of 0.2–0.9%.2
Based on the site of the opening, they are divided into many
ypes. Paraduodenal hernias account for about 30–53% of all intesti-
al herniations.1 Based on the etiology, internal hernias can be
ongenital or acquired, and herniation may  be persistent or inter-
ittent. These hernias are considered dangerous and may  be even
ethal because of the risk of strangulation.3 In this case report,
he author presents a 26-year-old male who developed intesti-
al obstruction caused by internal hernia due to acquired multiple
esenteric defects.
.  Case reportA ﬁt 26-year-old male, following a motor vehicle accident (MVA)
n which he had sustained a splenic injury 7 months earlier,
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presented with a history of abdominal pain and constipation for
a 6-month duration.
He  was admitted to King Abdulaziz University Hospital as a
trauma case. Upon investigations, he was  found to have splenic
contusions, which were conservatively treated.
Two  weeks following his discharge, he started to complain about
multiple episodes of epigastric and left upper quadrant pain. The
pain was gradual in onset, on and off, progressive, colicky in nature,
and moderate in severity. It was  associated with constipation. He
had no history of weight loss, decrease in appetite, hernia, previous
abdominal surgeries, hematemesis, melena or fever.
Two  months ago, the pain became more severe and was associ-
ated with nausea and vomiting. He vomited twice and the content
was non bilious. During that period, an upper GI endoscopy was
performed, and he was  diagnosed with gastritis. He was treated
and his symptoms improved for 2 weeks, however he started to
have the same pain again. The last episode was 5 days prior to his
presentation.
Upon physical examination, the patient was conscious, alert,
and oriented. He looked in pain. His vital signs were as follows:
temperature 36.9 ◦C, heart rate 126, blood pressure 106/59, respi-
Open access under CC BY-NC-ND license. ratory rate 20, and O2Sat 93%. Abdominal examination showed a
distended abdomen. No surgical scars were noted, and hernial ori-
ﬁces were intact. On palpation, the abdomen was soft and lax with
tenderness at the epigastric area, but no abdominal guarding. On
-NC-ND license. 
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Fig. 3. A pre-operative CT scan of the abdomen (coronal view), signiﬁcant dilatation
of  the distal jejunum and proximal ileal loop forming a closed loop obstruction.Fig. 1. An erect abdominal radiograph which revealed multiple air ﬂuid levels.
uscultation, bowel sounds were positive. Per rectal Examination
as unremarkable.
An  abdominal X-ray in the erect position was done, which
howed multiple small air ﬂuid levels (Fig. 1). Transverse colon was
ilated and distended by gas. Maximum diameter was  about 8 cm
Fig. 2). CT scan of the abdomen revealed signiﬁcant dilatation of
he distal jejunum and proximal ileal loop forming a closed loop
bstruction. A transition zone was seen in the left mid  abdomen,
here there was signiﬁcant surrounding mesenteric fat stranding,
nd ischemia could not be excluded (Fig. 3).
The patient was prepared for an exploratory laparotomy. The
ntraoperative ﬁndings were multiple pre-mesenteric defects with
ilated jejunal loop proximally and distally collapsed (Figs. 4 and 5).
nﬂammatory small bowel segment was found.
The mesenteric defects were repaired, in addition to resec-
ion of small bowel segment and primary anastomosis. On the 9th
ay following surgery, he was discharged without any complica-
ions.
Fig. 2. An abdominal radiograph which showed a dilated small bowel loop.
Fig. 4. The intraoperative ﬁnding, demonstrating a mesenteric defect.
Fig. 5. The intraoperative ﬁndings, showing dilated jejunal loop.
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. Discussion
The advances in the management of blunt abdominal trauma
ave made non-operative management the standard approach for
table patients. Therefore, patients with history of blunt abdominal
rauma may  present with late complication caused by a missed
iagnosis of an associated injury such as bowel mesenteric injuries.
About 13.5% of all patients, going to laparotomy due to blunt
bdominal trauma, were found to have mesenteric injuries.4,5
Patients who have intra-abdominal free ﬂuid on CT scan without
olid organ injury were found to have mesenteric injuries or bowel
njury.6
Internal hernias are considered a rare type of hernias accounting
or 0.2–0.9%.2,7. Trans-mesenteric hernias are one type of inter-
al hernias, and they can be congenital or acquired.8,9 Congenital
esenteric defects are common in the pediatric age group, and they
ommonly present with intestinal atresia.10
In the adult population, acquired mesenteric defects are more
ommon than congenital defects. They can be caused by bowel
urgery or abdominal trauma.11
Patients with mesenteric defect either can be asymptomatic
r can present with signs and symptoms of mechanical bowel
bstruction.12,13
In this case, the author describes a patient who developed mul-
iple attacks of small bowel obstruction. He had never had a similar
istory before and had a positive history of recent conservatively
anaged abdominal trauma. In a patient with mesenteric defect,
n abdominal CT might show signs of bowel wall thickening, small
owel obstruction and narrowed intestinal lumen.4 All of these CT
igns were found to be positive in the described case.
In  patients with no previous history of surgery, other causes of
echanical obstruction should be ruled out, such as internal her-
ias, foreign bodies and ischemic strictures.11 Although laparotomy
s considered in the treatment of such cases, laparoscopy can aid
n both diagnosis and treatment.14 Early operative intervention is
ssential to decrease morbidity and increase survival.16
. Conclusion
Intestinal obstruction caused by a paramesenteric internal her-
ia is considered rare. The diagnosis of post traumatic mesenteric
njuries can be missed in conservatively managed trauma cases.
or that reason, the decision of non-operative approach should
ollow the exclusion of associated injuries. CT scan is considered
n important tool for the assessment of this population.15
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